Asbestos, a generic term referring to several hydrated fibrous silicates, is found widely throughout the world and has several commercially important forms, including the serpentine form chrysotile and the amphiboles amosite, anthophyllite, crocidolite, and tremolite. All are capable of producing a spectrum of clinical diseases in man and laboratory animals.
The benign clinical conditions following asbestos exposure are as follows: asbestos warts, of little clinical importance; asbestosis, a fibrosis of the lung parenchyma, and though considered a benign condition accounts for many deaths among insulation workers; pleural fibrosis and calcification which while also benign can occasionally, if very severe, lead to death by suffocation; and benign asbestotic pleural effusion, a condition somewhat less common than the malignant condition of the pleura which often too leads to effusion, pleural mesothelioma. The finding of asbestos bodies in the sputum is not a clinical condition in and of itself and should be taken as no more than a marker of prior asbestos exposure. Finding asbestos bodies in sputum has, to date, been of little diagnostic importance. Asbestos is also commonly found in the lung and also that alone is of no diagnostic significance. Taking small samples of lung tissue from 3000 consecutive autopsies in New York City has revealed asbestos to be present in about one-half of all samples analyzed (1) .
The malignant conditions associated with asbestos exposure are as follows. First there is the problem of bronchogenic carcinoma, with the well-known association with cigarette smoking (2) . Next is the problem of pleural and peritoneal mesothelioma. graphic and social history to ascertain any and all exposure to asbestos. As the work of Wagner (4) in animals and Selikoff in man (5) have shown, very little exposure may be needed to produce disease. Secondly, in the assessment of human disease one needs to do a complete physical examination with special attention to the findings of the chest, abdomen and extremities. As is well known, however, clinical grounds alone are insufficient in many cases to make a diagnosis, especially for the evaluation of disability. Thirdly, one needs a chest x-ray, and of value in addition to the routine posterior-anterior view one may require both oblique views. This is particularly important for the evaluation of pleural changes.
Lastly, for complete evaluation, especially for the purposes of disability, one requires pulmonary function data.
Difficulties in making a proper diagnosis are legion. For the diagnosis of asbestosis to be made, a history of exposure with consistent findings on x-ray can suffice. Clinical examination alone may not reveal changes such as rales, clubbing offingers, etc. It may also be that the x-ray appears normal but that pulmonary function testing will reveal the existence of a restrictive process. This is uncommon but can occur. As noted, all modalities of evaluation must be employed for the assessment of disability.
Problems also exist in the evaluation of malignant disease. The diagnosis of bronchogenic carcinoma may be difficult in the presence of marked parenchymal change. Carcinomas in asbestos-exposed individuals occur more frequently in the lower lobes, and peripherally, in the same areas as the parenchymal changes. If peripheral, the differential diagnosis between carcinoma and mesothelioma may be difficult. If a solitary pulmonary lesion is noted one is required to also evaluate other sites, especially the gastrointestinal tract, to rule out the possibility of a metastasis.
Difficulty in arriving at a proper diagnosis, even when using autopsy data, are illustrated by findings of Selikoff. In a cohort, followed by Selikoff, of 17,800 insulation workers with over 166,000 manyears of exposure, 1661 deaths were expected through December 31, 1976; in contrast, 2271 deaths were seen ( Table 2) . As expected, lung cancer accounted for 485 deaths, but 106 were expected. There were 175 deaths from mesothelioma and 166 deaths due to asbestosis. These data are based upon ascertained deaths, which included review of tissues, including those obtained at autopsy, and assessment of additional information that may not have been present on the death certificate.
According to death certificate records, instead of the 106 lung cancer deaths expected, 429 were recorded. Upon further study, including review of tissues and other clinical records, additional cases were found. The true number was 486. For cancer of the pancreas the problem was reversed. Eighteen cases were to be expected among this cohort, while 49 cases were reported, potentially leading to the conclusion that cancer of the pancreas is markedly increased among insulation workers. In reality, upon further study, only 23 cases were found, not very different from the expected number. (Table 3) .
Similarly, cases of asbestosis were underestimated by about one-half. 
